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Summary:
Breastfeeding is essential for both maternal and newborn health. However, women who
are burdened with multiple socioeconomic stressors face challenges when initiating and
maintaining breastfeeding. Homelessness is one stressor that can have a negative impact on a
woman ‘s ability to breastfeed. As a nurse-midwife who worked in one of the most economically
challenged areas of Brooklyn, I was continually encountered the struggles that new mothers face
in initiating and maintaining breastfeeding. A resident at an area homeless shelter shared with me
the difficulties because of lack of support, lack of space to nurse or access to a breast pump, and
lack refrigeration to store breastmilk. This report from the field describes our local efforts to
examine issues in supporting breastfeeding within homeless shelters and a feasibility project to
improve support, with implications for future research and practice.
Introduction and Background:
The American Academy of Pediatrics has affirmed both the infant and maternal benefits
of breastfeeding.1 The benefits of breastfeeding for the infant include decreased incidences of
sudden infant death syndrome (SIDS), lower respiratory tract infections, inflammatory bowel
disease, obesity, diabetes and skin disorders.2 Maternal benefits include faster uterine involution,
increased spacing between pregnancies, decreased incidences of rheumatoid arthritis,
cardiovascular disease, diabetes, breast and ovarian cancers.3 Despite multiple health benefits to
the mother and infant, breastfeeding rates among many women remain low.
While hospitalized after childbirth, 50.8% of African American woman initiate
breastfeeding compared to 70.8% of Hispanic women and 71.5% of white women.4 It has been
found that lower breastfeeding rates are largely influenced by lesser educational levels and
younger age. Breastfeeding was related to their perceptions about breastfeeding difficulties,

including pain. African American mothers were more likely to cease breastfeeding because of
the need to return to work sooner.5
Women who reside in homeless shelters are likely to have minimal access to
breastfeeding support services and thus low rates of sustained breastfeeding.6 Homeless women
face many challenges including intimate partner violence, abuse history, mental illness, chemical
dependence, alcohol abuse, smoking, medical co-morbidities, lack of permanent address, or any
combination of the above.7 Adding pregnancy and a newborn into shelter living further heightens
the vulnerability for this population.8 The City of New York Department of Homeless Services
Data Dashboard for 2016 found that 57.6% of families with children in shelters are African
American.9 According to United for Solutions Beyond Shelter, the highest rates of homelessness
in Brooklyn are in Bedford-Stuyvesant, Brownsville, and East New York.10 In addition, sheltered
young mothers (age 17-24) are less likely to breastfeed compared to their older counterparts
largely due to complex life circumstances.11 A Pregnancy Risk Assessment Monitoring System
(PRAMS) survey collected data from 2000-2007, showed that of the adjusted 441,528 homeless
women, 26% (113,707) initiated breastfeeding, compared to 32% of non-homeless women (p
<0.001). Only 17% of homeless women breastfed for 8 weeks or greater, compared to 23% of
non-homeless women. However, specific information about women’s experiences with
breastfeeding in shelters is lacking.12
Method:
The overall purpose of this project was to examine how to improve breastfeeding among
women residing in shelters in Brooklyn, NY. The project was considered exempt as a quality
improvement project by the Yale University Institutional Review Board. Letters of support were
obtained from the shelter directors to interview shelter residents and family assessment workers.
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Aim 1: Examine current breastfeeding support within homeless shelters in Brooklyn,
New York by conducting assessments of their services through surveys of the staff and residents
who are breastfeeding. The needs assessments were carried out via questionnaires which were
developed in partnership with three shelter directors and family assessment workers (many are
Certified Lactation Counselors who have worked with sheltered women) Sample and survey
questions can be found in Appendices A, B and C. The questionnaire was also distributed among
residents at one central shelter in the assessment. The questionnaires varied slightly from group
to group but collected data on race, age of children, employment status, WIC benefits,
availability of breastfeeding support, refrigeration, and feeding type while sheltered.
Aim 2: Develop a program to support breastfeeding in partnership with shelter directors
and residents and pilot it at one volunteer shelter. The second phase of the project was to use the
data from the needs assessment to develop a pilot breastfeeding support program in several
shelters. This was done in collaboration with the shelter directors. Evaluation criteria included
the initiation and continuation of breastfeeding using the Infant the Breastfeeding Assessment
Tool13 (Appendix D). The doulas also completed a worksheet on their visits (Appendix E).
Results:
Aim 1: Questionnaires were received from three shelter directors, four family assessment
workers and three shelter residents. The data were analyzed for common themes and
identification of service delivery gaps. Broad areas were identified by the shelter directors and
residents about breastfeeding.
Shelter Directors: A breastfeeding educational program was an identified need by the
shelter directors. The program should be family-centered to include these women’s partners and
must be comprehensive enough so that breastfeeding is a natural transition and not another
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stressor. They stressed the need for education and partner support. One commented on the
consequences when that support was not present. “… it would seem formula feeding may /be
chosen as opposed to breastfeeding given the anxiety/stress issues the family may be
experiencing from being within the shelter.”
Family Assessment Workers: The four family assessment workers surveyed had
experience visiting residents between eight homeless shelters. The biggest challenges they
identified were related to the lack of breastfeeding education, breast pumps and breastfeeding
support groups. Some of the Family Assessment Workers are Certified Lactation Consultants
and all refer residents to childbirth and breastfeeding education classes.
Shelter Residents: Shelter residents noted that they were not provided or referred to
prenatal breastfeeding education courses and had little support to help them with the challenges
of breastfeeding. “If I had someone to show or teach me I would not have stopped.” They
believed if they were better prepared to breastfeed prior to childbirth, they may have breastfed
longer. They identified considerable challenges related to their birth including, birth trauma,
separation from their infant in the NICU, and wound infections, all of which may have interfered
with the ability to sustain breastfeeding.
Aim 2: Development of Feasibility Project for Breastfeeding Assistance in Shelters
It was evident in this project that shelter residents do not have access to breastfeeding
education prenatally and breastfeeding support postnatally. In collaboration with the shelter
directors in the project a decision was made to solicit the help of doulas from the “By My Side
Birth Support Program” to provide breastfeeding support for women residing in shelters. This
program was created by the New York City Department of Health and Mental Hygiene’s Healthy
Start Brooklyn Program in 2001. It provides doula services to Black women in Bedford-
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Stuyvesant, Brownsville and Bushwick, Brooklyn, neighborhoods where there are high rates of
poverty, health care disparities, infant mortality, preterm birth, and low birthweight babies.
Initially a childbirth education initiative, participants began to report needing labor support. The
program expanded in 2010 matching participants with doulas who provide prenatal, intrapartum
and postpartum care.14
When compared to women in the project area, the By My Side Birth Program has
reported statistically significant reductions in preterm birth (6.3 vs. 12.4%, p<0.001) and low
birthweight (<2500g) infants (6.5 vs. 11.1%, p=0.001). However, their analysis did not include
their impact on breastfeeding rates. For the purposes of this project, the doulas agreed to provide
demographic data and information about teaching and breastfeeding intent of the women in their
care.
To test the feasibility of using the doulas to enhance breastfeeding support in shelters we
initially identified two shelter residents for the program. The first was matched to a Spanishspeaking community doula. The resident had an uncomplicated birth with a present and
supportive partner. The community doula was able to visit with her postpartum. This mother was
still breastfeeding her toddler who was having difficulty transitioning to solid food, so she began
formula feeding her newborn son in the hospital. The doula accompanied the mother to a visit
with her pediatrician. She was able to assist getting the infant latched onto the mother’s breast
and helped her link up with a lactation counselor for more guided support. She also identified
other needs of this family, such as clothing for the children, hats, baby bottles, diapers and shoes.
The infant scored an 11 on the Infant Breastfeeding Assessment Tool, indicating that he was an
effective and vigorous feeder.
Another shelter resident was matched with a doula and received three prenatal visits with
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extensive breastfeeding education. The resident was also given information about a local Baby
Café, where she can receive additional breastfeeding support. Because of birth complications the
shelter resident did not contact her doula until two hours prior to the birth and her infant was
admitted to the NICU. Her doula visiting her in the hospital and gave her breastfeeding support,
encouraging her to continue pumping and reassuring her. The doula felt that the stress of her
childbirth experience followed by postpartum complications delayed lactogenesis. The resident
was able to latch her baby on in the NICU and was pumping colostrum to give her baby.
However, she believed the infant may have been supplemented with formula. Unlike the shelter
resident who experienced childbirth complications, this resident had the support of the doula in
order to sustain breastfeeding. The resident was to receive three additional visits from the doula,
with breastfeeding assessments to be completed using the Infant Breastfeeding Assessment Tool.
The doula contacted the resident by phone, but thus far, the resident has been lost to follow-up
care. It is unclear if the resident no longer wishes to participate or if she has relocated. However,
the doula expressed concern about not being able to refer this resident to services and invite her
to upcoming activities that may benefit her. The doula also stated that she cannot submit invoices
unless these visits occur, representing a financial loss for the doula and program.
Discussion:
This pilot program provides early data that doulas may provide an essential service to
shelter residents in establishing and maintaining breastfeeding. In both of the cases in this
feasibility project, doulas were effective in helping the mothers initiate and sustain breastfeeding.
The By My Side Birth Program doulas have expressed interest in participating in expanding the
program within catchment area In addition, the project was introduced to the Rochester Doula
Cooperative at their March 2019 meeting. A shelter will be identified in to expand the program
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to Rochester, New York (the new home of the author). Once successful, the program can be
expanded to additional shelters in the area.
A report from the New York State Taskforce on Maternal Mortality and Disparate Racial
Outcomes was released on March 12, 2019 and identified that Black women are three times more
likely to die from pregnancy- and childbirth-related complications (51.6 deaths and 15.9 deaths
per 100,000 births among Black and white women, respectively. Of the many initiatives
outlined, Governor Cuomo proposed a pilot program to expand Medicaid coverage for doula
services.15 Although this pilot is targeting certain counties in New York City and New York
State, it would be ideal if this initiative can be expanded to Monroe County in partnership with
this existing doula initiative. It is also the intent of the author to become involved with other
initiatives listed, such as becoming involved with the State-wide Maternal and Mortality Review
Board and work to introduce programming to address implicit racial bias in health care. In
addition, this project will also be presented at the University of Rochester Medical Center,
Department of Obstetrics and Gynecology’s June 2019 Grand Rounds.
What started out as a project solely focused on providing breastfeeding education and
support has transformed into a broader program with greater potential to meet women’s needs
who reside in shelters. Challenges include inconsistent shelter census, coordination of the shelter
staff and the doulas and the transient nature of shelter residents, the doulas will continue to
support them even if they relocate outside of the program’s catchment area). Development of
clear guidelines will help with program coordination and is essential for the program’s
sustainability. Once developed, these guidelines will be disseminated to shelter directors, family
assessment workers and other professionals who are involved in caring for sheltered pregnant
and breastfeeding women.
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Because pregnant and postpartum women in homeless shelters have multiple challenges in
getting the support they need to be successful at breastfeeding, expansion of this program will be
an asset. Careful attention to future data collection on the effectiveness in the program will be
essential in New York State Department of Health’s initiative to enlist the care of doulas to
improve birth outcomes, maternal mortality and racial health disparities.16
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Chapter One
The initial idea for this initiative developed from a conversation I had with a patient, who
was a resident at an area homeless shelter. She shared with me the difficulties she faced
breastfeeding in the shelter because of lack of support, lack of space to nurse and/or pump and
lack refrigeration to store breastmilk. Based on this experience I have developed this Doctor of
Nursing Practice project to explore and address this unmet need for women who desire to
breastfeed while residing in homeless shelters.
Introduction
The American Academy of Pediatrics (2012) has affirmed both the maternal and infant
benefits of breastfeeding. Benefits of breastfeeding for the infant include, decreased incidences
of sudden infant death syndrome (SIDS), lower respiratory tract infections, otitis media, colds,
throat infections, gastrointestinal tract infections, inflammatory bowel disease, leukemia, the
incidence of diabetes, obesity, eczema and atopic dermatitis. Additional benefits to premature
infants include decreased necrotizing enterocolitis, hospital readmission, enhanced
neurodevelopment and a reduced risk of SIDS. For example, the American Academy of
Pediatrics cite meta-analyses that indicate that breastfeeding is associated with a 36% decrease in
SIDS when other cofounders that cause SIDS are factored in (American Academy of Pediatrics,
2012). One such meta-analysis of 18 studies was conducted by Hauck, Thompson, Tababe,
Moon and Venneman (2011), which illustrate that breastfeeding of any duration provides
protection against SIDS. In line with the American Academy of Pediatrics, the authors
recommend exclusive breastfeeding for four to six months and continued breastfeeding for the
first year of life. Maternal benefits include faster uterine involution, increased spacing between
pregnancies, decreased incidences of rheumatoid arthritis, cardiovascular disease, diabetes,

breast and ovarian cancers (American Academy of Pediatrics, 2012).
The release of prolactin, the hormone responsible for human milk production, or
lactogenesis, has also been attributed to neuroprotective effects for the mother (Buckley, 2015).
For example, increased prolactin levels during the postpartum period have been associated with
personality changes. These changes cause more social acceptability, where the mothers place the
needs of their infants first, avoidance of feelings of monotony with repetitive tasks related to
infant care, decreased tension, increased vigilance and decreased stress and anxiety overall.
Based on these findings, there are mental health benefits to breastfeeding.
Despite multiple health benefits to the mother and infant, breastfeeding rates among
many women remain low. In a study conducted by the New York City Department of Health and
Mental Hygiene (DOHMH), the exclusive breastfeeding rate at six months postpartum was only
one percent in Brownsville, Brooklyn, a community largely served by Brookdale University
Hospital and Medical Center (BUHMC) (Pierre, Marshall-Taylor, Srivastava and Maybank,
2016), and which as a number of homeless shelters.
In general, breastfeeding rates among African-American women lag behind other ethnic
groups (Bentley, Dee, & Jensen, 2003). According to national data, only 45% of AfricanAmerican women breastfeed compared to Hispanic and white women, who breastfed at 66% and
68% respectively (Bentley, Dee, & Jensen, 2003). In addition to low rates of breastfeeding
initiation among African-American women, the length of breastfeeding duration is also shorter
when compared to other ethnic groups (Bentley, Dee, & Jensen, 2003). Sharps, et al, (2003)
suggest that lower breastfeeding rates among poor African-American woman can be attributed to
level of education, marital status, age, size of the family, social support, religion, and lack of
2

support from the father of the baby. Lack of culturally sensitive breastfeeding support is also a
barrier (Sharps, et al., 2003). Obeng, Emetu and Curtis (2015) echo these findings, citing lack of
breastfeeding education, lack of family, friend and employer support, fears about social stigmas,
lack of organizational support and being ill-prepared to troubleshoot breastfeeding problems.
In an effort to improve the breastfeeding rates in the general population, five national Healthy
People 2020 goals have been asserted (Table 1) (Healthy People 2020).
Table 1: Healthy People 2020 Maternal, Infant and Child Health Goals, Infant Care
Goal
MICH 21.1

MICH 21.2

MICH 21.3

MICH 21.4

MICH 21.5

Description
Improve the percent of
infants who were ever
breastfed
Increase the proportion of
infants who are breastfed at 6
months
Increase the proportion of
infants who are breastfed at 1
year
Increase the proportion of
infants who are breastfed
exclusively through month
three
Increase the proportion of
infants who are breastfed
exclusively through month
six

Target
81.9%

60.6%

34.1%

46.2%

25.2%

The above table was retrieved from: https://www.healthypeople.gov/2020/topics-objectives/topic/maternal-infant-and-child-health/objectives

These national goals are laudatory; however, they are particularly difficult to achieve in
vulnerable populations. Barriers to breastfeeding are compounded for women residing in
homeless shelters. According to the Coalition for the Homeless (2018) there were 23,558 adults
in families and 23,694 children in NYC shelters, totaling 15,712 homeless families as of
November 2017. The Coalition also states that overall for singles, families and children, the
number of homeless people in New York shelters has increased by 78% in the last decade, with
3

African-Americans and Latinos comprising a disproportionate share. The City of New York
Department of Homeless Services Data Dashboard for 2016 found that 57.6% of families with
children in shelters are African-American (NYC Department of Homeless Services, 2016).
According to United for Solutions Beyond Shelter, the highest rates of homelessness in Brooklyn
are in Bedford-Stuyvesant, Brownsville and East New York (Uniting for Solutions Beyond
Shelter, 2016). In addition, young mothers (age 17-24) residing in maternity shelters are less
likely to breastfeed compared to their older counterparts largely due to complex life
circumstances (Edwards, Peterson, Noel-Weiss & Fortier, 2017).
Richards, Merrill and Baksh (2011) analyzed Pregnancy Risk Assessment Monitoring
System (PRAMS) data from 2000-2007 which involved 31 participating states. The PRAMS
survey, which collects data about health behaviors prior, during and after pregnancy, was
administered to women who gave birth within two to four months prior. (To accurately represent
all women who gave birth in each state, the numbers of women were weighted. The weighted
number of non-homeless women equaled 10,229,730 and the number of homeless women
equaled 441,528. Of the adjusted 441,528 homeless women, 26% (113,707) initiated
breastfeeding, compared to 32% of non-homeless women (p <0.001). Only 17% of homeless
women breastfed for 8 weeks or greater, compared to 23% of non-homeless women. It is
important to note that the authors analyzed data of women who reported homelessness within the
12 months prior to the delivery of their infants. However, there is no specific information about
women in shelters.

Statement of the Problem
4

Women who reside in homeless shelters are likely to have minimal access to
breastfeeding support services and thus low rates of sustained breastfeeding.

Significance of Addressing the Problem
In general, homeless women face many challenges including intimate partner violence,
abuse history, mental illness, chemical dependence, alcohol abuse, smoking, medical comorbidities, lack of permanent address, and any combination of the aforementioned
(Vijayaraghavan, et al., 2012). Adding pregnancy and a newborn into shelter living further
heightens the vulnerability for this population. The following chapter will synthesize the
literature known about breastfeeding among homeless women, review literature about health
promotion interventions in homeless shelters, and will present the overall purpose and aims of
this Doctor of Nursing Practice (DNP) project.
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Chapter Two
Background/Review of the Literature
A systematic search of the literature was conducted using OVID, Scopus and the
Cochrane Database. A complete description of the state of the science about barriers, facilitators
and interventions for women residing in homeless shelters will be provided. The literature was
explored for successful health promotion interventions in homeless shelters with an emphasis on
interventions that involved homeless mothers in shelters.
Search terms included: black women, breastfeeding, urban, homeless women, homeless
health promotion and homeless health interventions. Since Black women have a slightly greater
chance of representing mothers in homeless shelters, the literature on their breastfeeding patters
is relevant. Excluded from the list were articles that were not written in English and studies that
were not conducted in the United States. Because of the scarcity of related articles, publication
date was not factored in as long as the information was still relevant.
Two searches were conducted in OVID. Using the search terms “Black women” and
“breastfeeding,” a total of 103 articles were retrieved. Five articles that describe breastfeeding
among Black women were included. In addition, a study that was shared by the City of New
York Department of Health and Mental Hygiene specific to breastfeeding in Brooklyn, New
York was used. A search in SCOPUS using the search terms “homeless and breastfeeding”
resulted in seven articles, three of which were relevant and included. Searches were also
conducted to look at general information about the effectiveness of health interventions among
the homeless. To be more relevant to this project it was decided to conduct a search about
interventions that address depression and homeless mothers. Two articles related to the
6

effectiveness of health interventions among the homeless population are cited, while another five
articles specific to mental illness/depression among homeless and sheltered mothers.
African-American women are the least likely to breastfeed their infants when compared
to white and Hispanic women. While hospitalized after childbirth, 50.8% of African-American
woman breastfed compared to 70.8% of Hispanic women and 71.5% of white women (Sharps,
El-Mohandes, El-Khorazaty, Kiely & Walker, 2003). Hurley, Black, Papas and Quigg (2008)
found that lower breastfeeding rates are largely influenced by lesser educational levels and
younger age. Their analysis of reasons for breastfeeding cessation identified perceived
inadequate breast milk supply and infant breast refusal among Latina women, whereas AfricanAmerican women tended to have perceptions about breastfeeding difficulties, such as pain.
African-American mothers were more likely to cease because of the need to return to work
sooner. Considering that African-American women make up a disproportionate share of all
homeless women in New York City (NYC Department of Homeless Services, 2016) and all the
socio-economic factors that these women face, it is important that they have the support they
need to be successful with breastfeeding.
Literature on Breastfeeding in Homeless Shelters: Thus far, literature searches specific to
the homeless population resulted in the identification of three studies about breastfeeding among
homeless women, two of which outlined strategies for improvement (Richards, Merrill & Baksh,
2011; Richards, Merrill, Baksh & McGarry, 2011). These two articles that outlined strategies
were published by three of the same authors (with a fourth author added to the second article)
and were submitted to two different journals (Pediatrics and Preventive Medicine), and one
included some data about the influence of WIC participation.
7

PRAMS data were collected by the Centers for Disease Control about maternal practices
before, during and after pregnancy from 31 participating states from 2000-2007, with a response
rate of about 70% (Richards, Merrill, Baksh & McGarry, 2011). Homeless women were more at
risk for inadequate prenatal care, low birthweight neonates, type III obesity and neonatal
intensive care unit admissions, compared to women who were not homeless. More importantly,
they were more likely to have lower rates of breastfeeding initiation and duration when
compared to non-homeless women (Tables 2 and 3).
Table 2: Breastfeeding Initiation After Delivery, Homeless vs. Non-Homeless Women
Breastfeeding Initiation Non-Homeless Homeless
Homeless vs.
After Delivery
Nonhomeless
Nª
%ª
Nª
%ª
pᵇ
ORᶜ
95% CIᶜ
Yes
3,301,565 32% 113,707 26% <.001 1.0
--No
1,001,332 10% 39,134 9%
1.4
1.2-1.6
Missing/Skipped
5,926,833 58% 288,687 65%
1.7
1.6-1.9
a. Estimates were weighted to represent all homeless women who gave birth. b. On the basis of the Rao-Scott x² c. On the basis of weighted
data, with the estimated odds ratios and 95% confidence intervals adjusted for maternal age, race, ethnicity and region. Data were extracted
from Richards, Merrill and Baksh (2011).

Table 3: Breastfeeding Duration After Delivery, Homeless vs. Non-Homeless Women
Breastfeeding
Non-Homeless Homeless
Homeless vs.
Duration
Nonhomeless
Nª
%ª
Nª
%ª
pᵇ
ORᶜ
95% CIᶜ
<1 week
157,524
1% 7,025
2% <.001 1.0
--1-3 weeks
373,234
4% 14,803 3%
0.7
0.5-1.0
4-8 weeks
403,834
4% 15,244 3%
0.7
0.5-1.0
> 8 weeks
2,333,909 23% 74,964 17%
0.7
0.5-0.9
Did Not Breastfeed
1,001,332 10% 39,134 9%
1.0
0.7-1.3
Did Not Answer
5,959,897 58% 290,358 66%
1.2
0.9-1.6
a. Estimates were weighted to represent all homeless women who gave birth. b. On the basis of the Rao-Scott x² c. On the basis of weighted
data, with the estimated odds ratios and 95% confidence intervals adjusted for maternal age, race, ethnicity and region. Data were extracted
from Richards, Merrill and Baksh (2011).

According to their findings, the odds of a homeless women not initiating breastfeeding
were 1.4 times greater than the odds of non-homeless woman not initiating breastfeeding (p
<.001, OR 1.4). In addition, when breastfeeding was initiated, the duration of breastfeeding was
shorter (p <.001), with 2% of homeless women breastfeeding for less than one week (compared
8

to 1% of non-homeless women). Seventeen percent of homeless women breastfed for more than
8 weeks, compared to 23% of non-homeless women breastfeeding for more than 8 weeks – an
odds ratio of 0.7, indicating for homeless women the odds of breastfeeding are only 0.7 of the
odds of breastfeeding for non-homeless women. The authors suggest that more initiatives are
needed to ensure homeless women initiate and sustain breastfeeding longer (Richards, Merrill
and Baksh, 2011). Although the study did not distinguish between homeless mothers living on
the streets versus those living in shelters, it highlights the fact that homeless women breastfeed
less, introduce infant formulas earlier, and do not have adequate access to clean water and/or
storage. Working homeless women are not always granted adequate break time and/or space to
pump and store their breastmilk in the workplace (Richards, Merrill and Baksh, 2011). For this
reason, at the very least, they need to have adequate facilities and support at shelters where they
reside.
In another study analyzing PRAMS data, Richards, Merrill, Baksh and McGarry (2011)
found that homeless women who use WIC are more likely to initiate breastfeeding. Of homeless
women receiving WIC, 76% initiated breastfeeding and 50% of the women surveyed breastfed
longer than 8 weeks. They attributed these rates to WIC staff encouraging women to breastfeed.
The authors also note that barriers to breastfeeding are increased among homeless women
because of lack of access to resources, concerns about breastmilk production, and the need to
return to work.
Edwards, Peterson, Noel-Weiss and Fortier (2017) used Thorne’s interpretive descriptive
method and an inductive content analysis to study breastfeeding among new mothers who were
or had been shelter residents in Ontario, Canada. The study participants were aged 24 years or
9

younger, the primary caregivers for their infants, were currently residing in or had resided in the
shelter, had infants who were 6 months old or younger, had initiated any breastfeeding and were
English speaking. The shelter offered counseling, life-skills teaching, twenty-hour support from
on-site staff, and access to the Healthy Babies Program’s public health nurses. However, the
authors did not specify what type of counseling was offered. The shelter residents also received
support services at a nearby community outreach center, but the authors did not explicitly state
that residents received breastfeeding support there. At this shelter, it was mandatory that all
breastfeeding moms nurse in a breastfeeding room so that staff could provide support and assess
breastfeeding success; they also discouraged nursing in bed. The researchers conducted one on
one interviews with nine women aged 17-21, which resulted in five themes: (1) autonomous
choice, (2) breastfeeding felt to be special, (3) early postpartum support and its importance, (4)
peer acceptance, and (5) the importance of continued support. At the time of the interview, of the
nine mothers interviewed, five exclusively breastfed, two exclusively formula fed and two mixed
fed. The mothers expressed a feeling of autonomy in that they were able to make a choice for
their babies. However, the two mothers who were formula-feeding only identified a feeling of
lost control. They also identified an understanding about the fact that breastfeeding is healthier,
more convenient, and enhances the maternal-infant bond. The mothers stated that support
prenatally was limited indicating that early support by postpartum nurses and lactation experts is
key. Mothers who were formula-feeding reported negative interactions with support people. The
mothers also expressed support they received by being among their peers. An unexpected result
was the bonding and support the nursing mothers received from other breastfeeding mothers.
Ongoing support post-shelter is also important to ensure longer breastfeeding duration. Further
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discussion must be centered around early and ongoing support from professionals, the
establishment of a therapeutic relationship to ensure success, the importance of positive role
models and emphasizing the maternal, mental health benefits of breastfeeding via bonding
(Edwards, Peterson, Noel-Weiss & Fortier, 2017).
It is important to emphasize two flaws in many of the studies. First, some discuss
breastfeeding but do not distinguish between exclusive breastfeeding and any breastfeeding.
Second, when evaluating breastfeeding behaviors of African-American women, the authors do
not distinguish between African-American women and women who have other cultural
influences (for example, African, Caribbean, Latina).
There is literature on health interventions among the homeless population. However, the
literature on breastfeeding among homeless women is very limited. More specifically, the
literature on women living in shelters is sparse. Therefore, it is important to examine other health
promotion efforts in homeless shelters for mothers.
Literature on Homeless Women and Health Behaviors: To design interventions
appropriate for homeless women, it is important to understand their health behaviors. Wilson
(2005) used a revised version of Pender’s Health Promotion Model (HPM), which establishes a
foundation for examining factors that influence a person’s decision to participate in healthpromoting behaviors. The HPM has three facets: (1) individual characteristics and experiences,
(2) behavior-specific cognition and affect, and (3) behavioral outcomes. Using a descriptive,
non-experimental and cross-sectional design, they surveyed women living in nine Midwest U.S.
shelters.
Using the Health-Promoting Lifestyle Profile II (HPLP II) survey, patterns of health
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promoting behaviors were identified. The mean age of the respondents was 36 and 43.8% of the
respondents were African-American. They were well educated; 78% obtained a high school
diploma or greater. The primary reasons for homelessness were relationship problems or conflict
(46%). Health care was perceived accessible by only 11.7% of the respondents who reported
using the emergency room for services. The most common diagnoses were asthma (27%),
bronchitis (25.5%), and hypertension (20.4%), with 68.6% of women reported being active
smokers. Almost 85% had received medical care, with 63.5% having had a Pap smear in the last
two years (Wilson, 2005).
Wilson (2005) also found that older homeless women were more likely to have more
chronic diseases (r = 0.29, p <0.01) and homeless women overall were more likely to practice
health-promoting behaviors in relation to their lifestyle profiles (r = -0.22, p < 0.01) when they
ranked their health status as good or very good. Descriptive analyses using six subscales
indicated that behaviors related to physical activity (mean = 1.97, SD = 0.56) and nutrition
(mean = 2.27, SD = 0.52) scored the lowest (other variables were health responsibility, spiritual
growth, interpersonal relations and stress management). Because the African-American women
in the study had higher rates of employment, Wilson postulated that they may have fewer social
support networks to prevent homelessness. It was also pointed out that it is imperative to invest
attention into the needs of African-American women in screening for cardiovascular disease and
diabetes because they made up almost half of the study participants. Women who had significant
relationships between spiritual growth and interpersonal relationships may be well supported in
the shelter and may have had these characteristics prior to becoming homeless. Programs must
address competing demands such as childcare, food needs, and safety for health promotion
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initiatives to be successful. Additionally, shelter staff and services can either be a help or
hindrance to health behaviors of shelter residents (Wilson, 2005).
Literature on Health Promotion Interventions for Mothers in Homeless Shelters: There
are studies evaluating health interventions involving sheltered mothers. Homeless mothers are
more vulnerable to depression, which complicates overcoming homelessness. One-third of
women who have symptoms that suggest depression received mental health services (Weinreb,
Upshur, Fletcher-Blake, Reed & Frisard, 2016). In an analysis of homeless mothers in shelters,
21% were found to have mental illness, particularly depression or a psychotic disorder, yet few
received mental health care services (Hanarham, McCoy, Cloninger, Dincin, Zeitz, Simpatico &
Luchins, 2002). Weinreb, et al., (2016) studied depression among homeless women in two
shelters located in New York City. Women who entered either shelter over an 18-month period
between 2010 and 2012 were assessed for depression using the 9-item Patient Health
Questionnaire (PHQ-9). Women in the control group received care through general case
management. The intervention group received care following a collaborative care model, which
included “principles of leadership engagement, proactive outreach by case managers, enhanced
patient self-management, systems redesign, and use of clinical decision-making tools.”
(Weinreb, et al., 2016, p. 3) Treatment included meetings with case managers, antidepressant
therapy if needed, psychotherapy referral or psychiatric intervention (for patients with
comorbidities). Weekly or bi-weekly outreach was conducted for 6-8 weeks, with reassessment
using the measurement tools at months 3 and 6 months. Additional measures for both groups
included the Hopkins Depression Symptom Checklist-Depression Scale 20, the Posttraumatic
Diagnostic Scale, the 10-item Drug Abuse Screening Test, the Alcohol Use Disorders
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Identification Test-Consumption, the Medical Outcomes Study 8-item Short-Form Health
Survey, (SF-8) and the 7-item Generalized Anxiety Disorder Scale. The physician-patient
relationship was measured using the 15 item Patient Reactions Assessment and the case
manager-patient relationship was measured using the Helping Alliance Questionnaire.
Of the 328 women in the study, 123 screened positive for depression. Thirty-nine left the
shelter and were not enrolled. Another 17 women did not meet study criteria (for example,
women who were pregnant or who were actively abusing drugs. One shelter was chosen for the
intervention group and the other for the control group. Thus, forty-two women in one shelter
were in the intervention group and 25 in the other shelter were in the control group. At six
months, only 12 mothers remained in the intervention group and 8 remained in the control group.
Baseline characteristics between both groups were the same except for number of children (p =
.01) and physical health score (p = .02). Although the depression score for both groups decreased
at six months (-0.27, 95% CI = -0.50 to -0.05, p = .02), the difference in the proportion of
women receiving an improvement of 50% or greater was not statistically significant (p = .07).
Hanrahan, et al. (2002) conducted a retrospective chart review of homeless mothers who
were referred to a program called the Thresholds’ Mothers’ Project, a first of its kind program
that offered comprehensive services to mothers with psychiatric illnesses and their children.
Seventy-five percent of the program’s participants were African-American, with 25% of all
participants diagnosed with major depression. Only half of the program participants were taking
medication at the start of the program. Of the 24 mothers enrolled in the program, 22 (92%)
remained enrolled at 6 months. Six months into the program, homelessness declined by 73% and
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all children were enrolled in school. One year into the program, 84% of the mothers avoided
hospitalization and all the children had well-child visits.
Coles, Themessl-Huber and Freeman (2012) conducted a systematic review of
community-based health and health promotion services for the homeless. The objectives of their
research included systematically screening and mapping the literature on health services in the
community, an analysis of their effectiveness, and an exploration of the factors that influence
homeless people to engage with these interventions.
Inclusion criteria included English language, countries that were industrialized, homeless
families and adults, concerns about health service engagement, settings such as hostels, shelters,
food banks, churches, drop-in centers, the streets, as well as study type, limiting it to primary
research, empirical evidence, qualitative, quantitative or mixed methods design. Exclusion
criteria included non-English language, countries that were not industrialized, non-homeless
people, primary or secondary health care settings, and articles that presented non-empirical
evidence, descriptive articles, editorial and opinion articles. By conducting a search via
MEDLINE, PsychINFO, EMBASE, Social Work Abstracts, British Nursing Index and CINAHL
(with years ranging from 1968 – 2012), the researchers narrowed the publications down to seven
intervention studies; oral health, sexual health education, smoking cessation (two studies),
housing initiatives for the mentally ill, comprehensive health and housing and engagement in
psychiatric services. They found that in the sexual health promotion intervention showed
increased STD/AIDS knowledge among participants. All seven studies reported positive
engagement among the study participants. The researchers involved in one of the smoking
cessation interventions noted that early engagement with shelter staff prior to the program start is
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key. Health promotion initiatives must be respectful and free of judgment, information must be
accurate, and participants must be allowed to prioritize their concerns (Coles, et al., 2012).
Coles, et al., (2012) noted that an overarching theme was that health promotion must
incorporate homelessness into the interventions. It is crucial to acknowledge and address
socioeconomic, psychological challenges and how they experience homelessness into the
intervention. The authors stated:
Incorporating homelessness by addressing life priorities, psychosocial and health needs
creates the potential for multi-sectorialism within health and health promotion services.
Multi-sectorialism facilitates cooperation between health, housing, social care and other
relevant statutory and non-statutory sectors and provides the opportunity for those
experiencing homelessness to prioritize their health and non-health-related needs within a
context and structure that allows for health improvement and steady engagement (Coles,
et al., 2012, p. 639).
Other health interventions targeting homeless mothers have been studied, for example,
depression. Chambers, Chin, Scott, Tolomiczenko, Redelmeier, Levinson and Hwang (2014)
outlined factors associated with homeless women’s mental health status (in Toronto, Canada)
such as a lack of stable and/or affordable housing, poverty, lack of social support and violence
make providing a healthy environment for themselves and their children a challenge. In turn,
these factors increase the likelihood and the duration of homelessness. In addition, the stressors
associated with pregnancy exacerbated by mental health problems, make it difficult to resolve
homelessness and provide a supportive environment for dependents (Crawford, Trotter,
Hartshorn, and Whitbeck, 2011). Weinreb, et al., (2016) noted that despite the prevalence of
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depression among homeless women, there are few interventions available to address it. This is
echoed by Bassuk and Beardslee (2014) who state that depression among homeless women is
mostly not acknowledged, recognized and/or treated. Weinreb, et al., (2016) developed a
collaborative care model, an intervention design that included leadership engagement, case
manager outreach, patient involvement through self-management, a system redesign, and the use
of clinical development tools. Women in the intervention group were more likely to continue
depression treatment at 3 and 6 months, be receiving antidepressants, and there were some
improvements in their symptoms.
Bassuk and Beardslee stated that evidence-based interventions to address depression in
homeless mothers should also include an assessment of the needs of children, strengthen
parenting skills, provide treatment to parents, and employing preventive and therapeutic
methods. They stress that strategies should involve an assessment of all family members, address
emergent issues, involve the entire family, provide parental support, render services with the
understanding that many homeless women have experienced trauma, provide treatment for
depression (pharmacologic and therapy), form partnerships with community-based organizations,
assess the needs of dependents, provide ongoing staff training and support and develop a basis
for program research and evaluation.
Synthesis of the Review of the Literature: Overall, African-American women have
breastfeeding and exclusive breastfeeding rates that lag behind women of other ethnic groups.
Adding homelessness further complicates this disparity. Homeless women who reside in shelters
do not have the same access to breastfeeding support services that other women have. There are
minimal studies with interventions to close this gap.
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Overall Goal of the Project
The overall goal of this DNP project is to explore strategies to enhance the support of
breastfeeding for women residing in Brooklyn, New York homeless shelters. The gap identified
by Richards, Merrill and Baksh (2011) among homeless women, supports the significance of this
project. According to the authors, homeless mothers are not only less likely to initiate
breastfeeding, but they are also least likely to breastfeed for an extended period.

Objectives/Aims:
Aim #1: Examine current breastfeeding support within homeless shelters in Brooklyn, New York
by conducting assessments of their services through surveys of the staff and residents who are
breastfeeding.
Aim #2: Develop a program to support breastfeeding in partnership with shelter directors and
residents and pilot it at one volunteer shelter.
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Chapter Three
Methodology
This chapter will describe the methods and strategies to be used to accomplish the aims
of this DNP project. The chapter also includes short sections to address the evaluation of the
project, human subjects, the anticipated timeline for project completion and the leadership
immersion.
Approach to Specific Aims
Specific Aim 1: Examine current breastfeeding support within homeless shelters in Brooklyn,
New York by conducting assessments of their services through surveys of the staff and residents
who are breastfeeding.
A needs assessment will be conducted by individual and/or small group meetings with
five shelter directors (in Brooklyn, New York), residents of homeless shelters, and health
workers who work in the community about breastfeeding support in shelters. The goal is to
assess five shelter directors.
The questionnaire that will be used for the shelter directors, which will also provide much
needed demographic information about the shelter residents, is illustrated in Appendix A. The
Family Assessment Workers from the Healthy Families Brookdale Program, many of which are
Certified Lactation Counselors, will be interviewed about their experience working with shelter
mothers (see Appendix B). The interview questions for the shelter residents will assess factors
influencing breastfeeding behaviors of shelter mothers (see Appendix C). This will give the
shelter residents the opportunity to contribute to the needs assessment.
The Healthy Families Brookdale Program consists of Family Assessment Workers
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(FAW) under the directorship of Ms. Roxanne Munroe, LMSW. The program receives referrals
from outside programs as well as Brookdale’s Department of Obstetrics and Gynecology. The
FAWs are trained to perform screenings in the family’s place of residence for depression,
parental stress, and child development. The FAWs refer the families to much needed services
based on these assessments. The families are followed for up to five years
(https://www.bkreader.com/2015/08/healthy-families-brookdale/). CORE – MacDonough
Family Residence is a Tier II family shelter that provides housing support as well as social
support services to families and their children. The goal is for the family to be stabilized in
permanent housing. Social support services include child care, entitlements and life skills. The
CORE – MacDonough Family Residence’s Program Director is Michelle Powell, LMSW
(http://www.coresvcs.org/program-item/shelters-for-adults-and-homeless-families/).
Ultimately, the data from the questionnaires will be analyzed for gaps in breastfeeding
support services. It will include descriptive statistics and categorization of their descriptions of
the supportive and challenges.
Specific Aim 2: Develop a program to support breastfeeding in partnership with shelter
directors and residents and pilot it at one volunteer shelter.
Using the information categorized in the survey results, together with the Program Director at
MacDonough Family Residence, a pilot program will be developed to support breastfeeding in
partnership with shelter directors and residents at one volunteer shelter. The Program Director
and residents will be involved with developing the guidelines, implementation plan and
evaluation plan. The pilot program will take place at CORE – MacDonough Family Residence,
which is located at 771-775 MacDonough Street in Brooklyn, New York. Shelter residents in
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which breastfeeding is medically contraindicated, for example due to Human Immunodeficiency
Virus infection, will be excluded. Findings will be disseminated locally among Brooklyn
shelters, and a plan will be developed to expand the program to other shelters.
Evaluation/Analytical Plan
The DNP project will demonstrate the need for providing women in shelters the support
they need to sustain breastfeeding. The participation of the shelter directors, the shelter residents
and the community health workers will be key in identifying needs or gaps in services. Those
gaps will then be utilized to develop a pilot program, the effectiveness of the program will be
evaluated, then the program will be disseminated to other shelters that identify a need.
The questionnaires will be reviewed with the Program Directors from both CORE –
MacDonough Family Residence and Healthy Families Brookdale. Once the questionnaires are
finalized, they will be disseminated among the Family Assessment Workers at Healthy Families
Brookdale. The staff will also be solicited for information about other area shelters that provide
services to homeless mothers. In addition, the questionnaire will be completed by the Program
Director at the CORE – MacDonough Family Residence. CORE Services Group also has another
family shelter, Penn House Family Residence, whose Director will be solicited to participate
with the help of the MacDonough Family Residence Program Director. Last, the questionnaires
will be disseminated among the residents at CORE – MacDonough Family Residence.
The questionnaire results will be analyzed for common themes and identification of
service delivery gaps. The CORE – MacDonough Family Residence Program Director will be
integral in analyzing this information and designing a program to pilot at the shelter. The pilot
program will operate for four months. Program success will be evaluated by analyzing
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breastfeeding intent before and after program participation as well as breastfeeding rates, both
exclusive and any breastfeeding. Breastfeeding intent will be measured within a week after the
intervention with breastfeeding rates being measured at one-month post-intervention. In addition,
the Program Director from CORE – MacDonough Family Residence and I will meet regularly
over the course of the project execution to monitor program success and execute adjustments if
and when necessary.
Implications
This DNP project, once disseminated, will provide a template for other shelters to follow
to better support breastfeeding mothers who reside there. Even shelters that have existing
programs may be interested in modifying their services should they discover that they are
ineffective. Shelters that do not offer services will be able to use this project as a groundwork.
Statement Related to Human Subjects
This DNP project will not require institutional review board approval because it will
involve a needs assessment followed by a quality improvement initiative. According to the Yale
University Institutional Review Board, “Quality improvement (QI) and Quality Assurance (QA)
projects involve systematic, data-guided initiatives or processes designed to improve clinical
care, patient safety, health care operations, services and programs or for developing new
programs or services (e.g., teaching evaluations, patient/employee service surveys).” (Yale IRB,
2012). Letters of support will be obtained from Ms. Roxanne Munroe, Director of the Family
Services Brookdale program granting support and permission to interview the Family
Assessment Workers. Another letter of support will be obtained from Ms. Michelle Powell,
Director of the CORE – MacDonough Family Residence, granting permission to interview
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shelter residents. Ms. Powell is also available to help organize other Shelter Directors to
participate in the survey, review questionnaire results, design the pilot program and participate in
the pilot.
DNP Project Timeline
Activity

Complete by Date

Completed comprehensive evidence collection

March 31, 2018

Methods identified

March 15, 2018

Completed DNP proposal

April 11, 2018

DNP proposal defense

April 25, 2018*

IRB Exempt application

April 26, 2018

Questionnaires completed

June 30, 2018

Pilot program development complete

July 31, 2018

Begin pilot program at MacDonough Family Services

August 1, 2018

Conclude pilot program at MacDonough Family Services

November 30, 2018

Immersion completed – results analyzed

December 31, 2018

DNP Manuscript uploaded to ProQuest

January 31, 2019

DNP Presentation

April 2019

*DNP defense date confirmed.
Statement of How DNP Project Relates to Leadership Immersion
This DNP project illustrates the importance of nurses in positions of leadership
developing skills to translate evidence into practice. Questionnaires will be distributed, and the
feedback analyzed for gaps in service provision. A program will be developed once the needs
analysis is completed, the program will be piloted at the MacDonough Family Residence and the
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results analyzed and published. The pilot program will then be disseminated to other shelters and
presented at conferences. In sum, this DNP project will demonstrate the importance of Doctor of
Nursing Practice prepared nurse leaders within and without the hospital setting.
Networking with other organizations that may already be working with this community
of women and/or would be interested in learning about this DNP project. Thus far, Ms. Stephanie
Sosnowski, Corresponding Secretary of the New York State breastfeeding Coalition forwarded
my information to one of their Board Members, Dr. Lorraine Boyd. Dr. Boyd is a Medical
Director at the New York City Department of Health and Mental Hygiene (DOHMH). She in
turn forwarded my information to Ms. Ericka Moore, Director of the Maternal and Child Health
Unit at the DOHMH. Ms. Moore and I have worked together in my role as a Nursing Director,
where she provided support for breastfeeding initiatives. Contact has also been made with Ms.
Kinkini Banerjee, Coalition Relations Director for the United States Breastfeeding Committee.
The project immersion plan includes networking with the New York State Association of
Licensed Midwives, as well as the Midwives of Color Committee of the American College of
Nurse Midwives (ACNM). An abstract of this proposal will be submitted to the ACNM this
summer to present at the 64th Annual Meeting, scheduled for May 17 – 21, 2019 in Washington,
D.C.
Immersion of this project will also include networking with the City of New York
Department of Homeless Services, the Coalition for the Homeless and the Institute for Children,
Poverty and Homelessness.

References for DNP Proposal:
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Survey of Shelter Program Directors
Completion of this survey indicates your agreement to participation in this project.
Shelter Name: ______________________________
Shelter Census: (all questions below reflect an average/year and what the current statistics are)
# of Pregnant Women:_____
# of Postpartum Women:_____
# of Infants:_____
# of Children:_____
Race/Ethnicity of Shelter Residents:
# Black: _____
# Latina: _____
# Other: _____
Gestational Ages of Pregnant Women
# in First Trimester:_____
# in Second Trimester:_____
# in Third Trimester:_____
Feeding Type of Postpartum Women
# Exclusive Breastfeeding:_____ Duration of Exclusive Breastfeeding: _____
# Mixed Feeding:_____ Duration of Mixed Feeding: _____
# Formula Feeding Only:_____
Percentage of Residents Receiving WIC:_____
Percentage of Women Employed:_____
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Does your shelter offer childbirth education classes? Yes No
Does your shelter offer breastfeeding education classes? Yes No
Does your shelter offer other breastfeeding support services? Yes No
Does your shelter have the capacity for a lactation room/space? Yes No
Does your shelter provide breastmilk storage (refrigerator/freezer)? Yes No
If yes do the residents have private refrigerators or community refrigeration? Private □
Community □
If yes, please describe how you support women who desire to breastfeed.
Does your shelter offer other BF support services. If yes, please describe.
What do you believe are the greatest challenges for women living in a shelter who desire to
breastfeed? What would be needed to help them be successful in this goal?

APPENDIX B – Community Service Worker Questionnaire
Supporting Breastfeeding Among Women Residing in Homeless Shelters
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Survey of Family Assessment Workers
Completion of this survey indicates your agreement to participation in this project.
Shelter Names Visited: ______________________________
Shelter Residents Served: (all questions below reflect an average/year)
# of Pregnant Women:_____
# of Postpartum Women:_____
# of Infants:_____
# of Children:_____
Race/Ethnicity of Shelter Residents:
# Black: _____
# Latina: _____
White/non-Hispanic
# Other: _____
Gestational Ages of Pregnant Women
# in First Trimester:_____
# in Second Trimester:_____
# in Third Trimester:_____
Feeding Type of Postpartum Women
# Exclusive Breastfeeding:_____ Duration of Exclusive Breastfeeding: _____
# Mixed Feeding:_____ Duration of Mixed Feeding: _____
# Formula Feeding Only:_____
Do the shelters you visit offer childbirth education classes? Yes No
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Do the shelters you visit offer breastfeeding education classes? Yes No
Do you refer residents to childbirth education classes? Yes No
If yes, what is your estimation of their attendance? _____
Do you refer residents to breastfeeding education classes? Yes No
If yes, what is your estimation of their attendance? _____
Do the shelters you visit offer other breastfeeding support services? Yes No
Do the shelters you visit have the capacity for a lactation room/space? Yes No
Do the shelters you visit provide breastmilk storage (refrigerator/freezer)? Yes No
If yes do the residents have private refrigerators or community refrigeration?
Private □ Community □
What do you believe are the greatest challenges for women living in a shelter who desire to
breastfeed? What would be needed to help them be successful in this goal?

APPENDIX C – Shelter Resident Questionnaire
Supporting Breastfeeding Among Women Residing in Homeless Shelters
Survey of Family Shelter Residents
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Completion of this survey indicates your agreement to participation in this project.
Shelter Name: ______________________________
How old are you? _____
How many children do you have? _____
What are your children’s ages? ______________________________
What race do you identify with (circle one)? Black Latina Other
When is the birthdate of your youngest child?__________
Did you breastfeed any of your children?_____
Did you breastfeed the any of your children while living at the shelter?_____
If so, for how long?__________
Did you give your baby breastmilk only, or did you give formula and breastmilk (circle one)?
Breastmilk only Breastmilk and formula
Do you receive WIC?_____
Are you employed?_____
Did the shelter offer you childbirth education classes? Yes No
Did anyone in the shelter tell you about breastfeeding education classes? Yes No
Did you receive a referral for childbirth education classes? Yes No
If yes, did you attend? _____
What were some barriers to attending?_____________________________________________
Did you receive a referral for breastfeeding education classes? Yes No
If yes, did you attend? _____
What were some barriers to attending?_____________________________________________
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Does your shelter offer other breastfeeding support services? Yes No
Does your shelter have a breastfeeding room/space? Yes No
Does your shelter provide breastmilk storage (refrigerator/freezer)? Yes No
If yes do you have a private refrigerator or do you share one? Private □ Share □
What were some of the challenges you faced breastfeeding while living in a shelter? How could
you have been better supported?

APPENDIX D – Infant Breastfeeding Assessment Took (IBFAT)
Reprinted from: Matthews, M.K. (1988). Developing an instrument to assess infant breastfeeding
behavior in the early neonatal period. Midwifery, 4(4), 154-185, with permission of Elsevier.
Infant Breastfeeding Assessment Tool (IBFAT)
Check the score which best describes the baby’s feeding behaviours at this feed.
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In order to get
baby to feed:

Rooting

How long from
placing baby on
breast to latch
and suck?
Sucking pattern

3
Placed the baby
on the breast as
no effort was
needed.

2
Used mild
stimulation such
as unbundling,
patting or
burping.

Rooted
effectively at
once.
0 – 3 minutes.

Needed coaxing,
prompting or
encouragement.
3 – 10 minutes.

Sucked well
throughout on
one or both
breasts.

Sucked on & off
but needed
encouragement.

1
Unbundled baby,
sat baby back
and forward,
rubbed baby’s
body or limbs
vigorously at
beginning and
during feeding.
Rooted poorly
even with
coaxing.
Over 10
minutes.

0
Could not be
aroused.

Did not root.

Did not feed.

Sucked poorly,
Did not suck.
weak sucking;
sucking efforts
for short periods.

MOTHER’S EVALUATION
How do you feel about the way the baby fed at this feeding?
3 – Very pleased
2 – Pleased 1 – Fairly pleased
0 – Not pleased
IBFAT assigns a score, 0, 1, 2, or 3 to five factors. Scores range from 0 to 12. The mother’s
evaluation score is not calculated in the IBFAT score.

APPENDIX E - CORE – MacDonough Family Residence & By My Side Birth
Support Program Data Tracking Sheet
This sheet will be used 10.26.18 – 2.28.19, which is the time-period of the pilot program.

Participant Number:
Date of Intake:
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Gestational age at time of program
entry:

__________ weeks __________ days

Estimated due date:
Prenatal Care Site:
Breastfeeding intent:

Exclusive breastfeeding □
Breast and bottle feeding □
Formula only □
Explanation for formula:

Prenatal visit #1 (date, discussion)

Prenatal visit #2 (date, discussion)

Prenatal visit #3 (date, discussion)

Prenatal visit #4 (date, discussion)

Date of birth:
Location of delivery:
Type of delivery:

NSVD □ C-Section □

Delivery complications:
Doula support during labor?

Yes □ No □
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Breastfeeding initiated in hospital?

Yes □ No □

Breastfeeding education provided by
hospital?

Yes □ No □

Postnatal visit #1 (date, discussion,
feeding type, barriers identified)

Postnatal visit #2 (date, discussion,
feeding type, barriers identified)

Postnatal visit #3 (date, discussion,
feeding type, barriers identified)

Postnatal visit #4 (date, discussion,
feeding type, barriers identified)

Breastfeeding intent if undelivered by
project pilot end (2/28/19)

Exclusive breastfeeding □
Breast and bottle feeding □
Formula only □
Explanation for formula:
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